Background Local audits in England and Wales performed in 1994 showed that child health commissioning was not being given priority. We were concerned that child health commissioning was in addition not performed in a childcentred way, with the best interests of children to the fore. Method A survey of health authorities and boards was performed, to investigate child health commissioning in the United Kingdom. A questionnaire was sent to all directors of public health medicine in post in November 1994. The main outcome measures were child health experience within commissions and the context of children's services within the wider commissioning process. Results A total of 120 (92%) of 129 authorities replied. Sixty-nine (58 per cent) had a named person with responsibility for child health services, of whom 7 (5 per cent) worked exclusively within this area, 42 (32 per cent) had experience within clinical child health, and 19 (15 per cent) had postgraduate qualifications in child health. One hundred and five (81 per cent) authorities replied to a question on the comprehensiveness of the commissioning process; of these, 45 (34 per cent) planned and commissioned children's services in their entirety and 60 (46 per cent) planned and commissioned children's services in the context of other service areas. A majority did not plan and commission acute and community services together. Conclusion Many authorities had no named person with responsibility for a child health strategy. Of those that did, most named persons had inadequate experience and few had postgraduate qualifications in child health. Most authorities had no comprehensive planning mechanisms for children's services. In consequence, most commissions were failing to comply with the UN Convention on the Rights of the Child.
having a clear and consistent strategy for purchasing services as on having a strategy for delivering them'. The Audit Commission's reports on children's services, Seen but not heard and Children first? also highlight the key role of commissioners in leading the development of strategies for children. Despite this, there is as yet no central guidance on planning or commissioning for children's services developed by the National Health Service (NHS) Executive (the document Welfare of children and young people in hospital provides good practice guidance only and is not concerned with the commissioning process 5 ). The local audits of child health commissioning performed by the Audit Commission throughout England and Wales in 1994 showed that many commissioning agencies had not begun to address children's services per se. Child health services continued to be commissioned in block contracts, with no co-ordinated planning, no quality assurance, and no identified outcome measures. Other service delivery areas, for instance mental health, were viewed as greater priorities (S. Farnsworth and B. Fitzsimon, personal communication, 1994).
The present study was performed to examine the patterns of child health commissioning across the United Kingdom. The UK agenda for children
Introduction
One of the principles underlying the United Nations Convention on the Rights of the Child, 1 Article 3.1, is a duty on all those taking decisions affecting children and young people to make 'the best interests of the child ... a primary consideration'. The UK agenda for children 1 states that 'Efficient, effective and child centred services for sick children and young people depend as much on We therefore included a survey of the child health experience of those responsible for planning and commissioning children's services on behalf of District Health Authorities and Boards.
Method
In October 1994 questionnaires were sent to the directors of public health medicine in 132 districts or boards throughout England, Northern Ireland, Scotland and Wales. Three were subsequently excludedthe Isle of Man and the Channel Island Authorities of Jersey and Guernsey. These were not affected by the NHS Act and thus were not commissioning authorities. This left 129 authorities, of which 120 (92 per cent) replied, 84 after one mailshot and the remainder after a follow-up letter. Of these, 98 were from the 105 districts that then existed in England, 8 from the 8 then existing in Wales, 11 from the 13 Boards then existing in Scotland, and 3 from the 3 in Northern Ireland. Not all the questionnaires were fully completed. The percentage replying to each question is given as a percentage of the total number of questionnaires, i.e. of 129. The data were collated using a computer-based spreadsheet (Excel:4.a).
Results
A total of 118 respondents (92 per cent) replied to the question as to whether their authority had identified one named person with overall responsibility for commissioning children's services; 69 (58 per cent) had. Of these, 42 (32 per cent) had experience in child health, but mostly not in senior posts (see Tables 1 and  2 ). Three had experience at consultant level. Of the 69, 19(15 per cent) had postgraduate qualifications in child health -7 had the MRCP, 5 the DCH alone, and 7 were qualified health visitors.
Only 7 (5 per cent) of the 69 worked exclusively in the area of child health commissioning. The remainder had diverse responsibilities within their commissions, some of them several. These included primary care, mental health, maternity and women's services, care of the elderly, terminal care, disability, drug and alcohol services, health promotion, and waiting list initiatives. One hundred and seventeen (92 per cent) replied to a question on whether there was a team for planning and commissioning of children's services. Fifty per cent replied that they did have such a team, but it was clear that many had confused this with local multi-agency groups involved in joint planning and/or commissioning. Others had separate teams for the commissioning of acute and community services. A supplementary to this showed many and varied mechanisms for provider agencies to feed into the commissioning process, including informal meetings, contract reviews, divisions of child health, provider business plans, and advisory groups. A few had used the last to enable voluntary agencies and parents to contribute to the process, but none mentioned children or young people. Two authorities had sought the advice of the National Children's Bureau.
One hundred and five respondents (81 per cent) replied to the question as to whether or not children's services were planned and commissioned in their entirety. Forty-five (34 per cent) replied in the affirmative. In the remaining 60 authorities, children's services were commissioned and planned in the context of other, usually several, areas of service provision. These are shown in Table 3 . Planning and commissioning of primary care was not given as a specified option on the questionnaire. It is likely that if it had, the number The questionnaire was intentionally basic and did not attempt to collect detailed information on quality control and contract processes, as this would have necessitated a lengthy and sophisticated format unlikely to have achieved an adequate response rate. A number of respondents added written comments, probably in consequence of this. From these, it was apparent that some authorities were aware of deficiencies in their strategies in respect of children's services. A few had clear ideas on how to move forward, others did not. Some faced obstacles to progress such as impending reorganization, or poor relationships within the provider sectors.
Discussion
Our survey supports the finding of the local audits (S. Farnsworth and B. Fitzsimon, personal communication, 1994) that children's health services are in the main not given priority by commissioners. With a few notable exceptions, strategies are not in place that would allow the provision of integrated combined child health services. This is not wholly surprising in the light of society's attitudes to children in the United Kingdom. In her book Children first, 6 Penelope Leach illustrates very clearly the United Kingdom's abysmal record of putting children anywhere but first in its priorities, now and in the past. The priorities of commissioning authorities, and of the Department of Health, are perhaps simply reflecting those of wider society.
The question as to whether clinical experience within the field of child health is useful within the commissioning process is not a moot point. Knowledge about paediatrics, child health and children is as necessary when planning and commissioning health services for children as epidemiological, statistical and critical analysis skills. Further, there is the hugely important advocacy role of public health in defending the rights of children whose dependence leads to vulnerabilityrights which are recognized both in statutory obligations arising from, for example, the Children Act and the Education Act but also outlined in the United Nations Charter, which the United Kingdom has signed. 1 This demands intimate knowledge of growth and development and the impact upon these of environmental influences such as poverty. It may be argued that clear channels of advice from experienced child health professionals into the commissioning process is adequate. However, the advisory process is limited as much by the persons in receipt of advice as by those providing it. It is our opinion that to safeguard children's needs a child health professional should at least be within the commissioning team, but preferably leading it. We use the term child health professional in its broadest sense, to include therapists and clinical psychologists as well as those in the nursing and medical professions.
Comprehensive planning and commissioning of children's health services has been recommended by the Children's Rights Development Unit 2 and the Welsh Office. 7 Developmental processes, the types of pathology children suffer from, the interaction of disease and growth and the general needs of children mean that their health service needs and the modes of delivery of health care are all different from those of the adult population. If child health services are not planned and commissioned in their entirety, but in the context of related adult services, it is difficult to see how a child-centred service can be maintained across all provider sectors. The danger is that the disease, the service, or the institution becomes the focus instead of the child. This would be incompatible both with the United Nations Convention and a rights-led service which answers the basic needs of children at all stages in the therapeutic process from the school nurse to the intensive care unit. Anything which impedes growth and development, whether it is illness itself, or therapy, or inappropriate service delivery, can have life-long implications for the health and well being of the affected child. This is a simple enquiry into the ways that children's services are planned and commissioned following the NHS reforms, with particular reference to the extent to which commissioning agencies have or have not developed a specific focus on children. The wide range of planning systems in place across the United Kingdom mean that some of the data, particularly those relating to who feeds into the planning and contracting processes and the mechanics of how this occurs, are difficult to interpret. This needs further research of a different and more sophisticated nature than this preliminary study. It should include the effectiveness of joint commissioning, 8 which is not in place on a significant strategic basis anywhere in the United Kingdom, with a very few exceptions (P. Russell, National Children's Bureau, personal communication, 1995).
The internal market and the advent of health commissioning propelled health authorities into a very different role within the Health Service. Not surprisingly, there has had to be a period of readjustment. Despite this, there were a handful of authorities who were using the commissioning process boldly and creatively in respect of children's services, producing impressively comprehensive child health strategies in the process. An example is that of Tayside Health Board. 9 The advent of commissioning does provide a tremendous opportunity to improve the quality of health care for children and young people. Children form just under one-fifth of the majority ethnic population, and up to 45 per cent of the minority ethnic population of the United Kingdom. 10 Given this and the high stakes involved, it is surely an opportunity we cannot afford to miss.
